EDITORIAL AN NOTATIONS

CHANGING PA'ITERNS OF SYMPTOMATOLOGY IN PSYCHIATRY
The symptoms of psychiatric syndromes are notoriously variable, so variable indeed that referring doctors often wonder if the psychiatrist, to judge by his report, has seen the right patient. This variability is not confined to psychiatry, for it is well known in general medicine. The same diabetic patient, for example, may present at different times to the oculist, the urologist, the neurologist, the general surgeon or to several other specialists; the patient with disseminated sclerosis may complain over the years of a wide variety of symptoms ranging from visual to sphincteric; the patient with cardiac hypertension may similarly consult specialists in several disciplines, or may even have multiple types of symptoms within the same specialty.
In physical medicine, the reasons for these variations of presenting symptomatology are ob-viously found within the dynamics of evolving pathological processes, or biochemical changes. Nearly always they can be satisfactorily explained, if not predicted, by means of careful laboratory studies.
In We have all encountered patients who have presented initially with severe affective disturbance and later with acute thought disorder, including hallucinatory experiences and delusions. The disputed term schizo-affective psychosis has been used for such cases, as has the equally contentious title of pseudoneurotic psychosis for cases in which psychotic thought disorder masqueraded for months or even years under a quasi-neurotic, e.g., phobic or compulsive, facade.
Those who have engaged in therapy with obsessional patients must be aware of the latent aggressions and paranoid ideation which often emerge, so that one refers to the obsessive-paranoid axis or continuum, along which patients vacillate. Paranoid symptoms not only overlap obsessive ones, but are well known to merge with homosexual trends, organic deficiencies, sensory deprivations and (especially in compensation cases) with gross hysterical dissociative or conversion reactions.
Such complexity and interaction and convergence of symptoms, so claim the analysts, are surely more explicable on a psychopathological than on a psychopharmacological basis.
Similarly with psychosomatic disorders, one is often impressed with the fluctuations between, say, asthmatic attacks, petulant aggressions, hysterical dependence and even, on occasions, psychotic breakdown. Indeed, we have learned to view certain psychosomatic reactions as defences, either against anxiety or aggression or some other disruptive intrapsychic tension which threatens the patient's internal harmony and external adjustment, and which can be kept in check only with the help of psychosomatic conversion. In this respect there is a close parallel between the defensive aspects of psychosomatic disorders and hysteria. However, as Franz Alexander pointed out many years ago, the similarity between hysterical conversion symptoms and vegetative responses lies in the fact that both are responses to psychological stimuli or needs. But they are basicallly different in their psychodynamics and physiology, and also in the fact that vegetative neuroses (psychosomatic disorders) lead to physical reactions which culminate in pathological changes and anatomical distortions, which of themselves produce further physical and psychic symptoms (intestinal obstruction, pulmonary infection, cutaneous disfigurement, etc.).
Indeed, this was one of the great advances in modern medicine, to realize that disturbed function is not only the result of disturbed structure, as was always taught, but that it can be the ~( I U S C ' of altered structure, which we have recognized only in the last generation.
Physicians usually recognize that hysterical symptoms cannot be cured unless the patient's whole personality is tackled. If his basic tensions or emotional problems are left unsolved, his symptoms will merely suffer a sort of psychic metamorphosis. They do not realize quite so readily, nor perhaps do some psychiatrists, that the dramatic "cure" by intensive physical treatments (e.g., in asthma) of an emotionally disturbed patient may be followed by an acute psychotic reaction. Likewise, physicians will sometimes comment musingly that the patient's asthma or eczema seemed to have remitted remarkably during an apparently spontaneous psychotic episode. It is not difficult to infer from this that both the psychosomatic and the psychotic reactions were in fact defences, both subserving a role in reducing intolerable anxiety and tension, either at the cost of physical, or in extreme cases, of psychic integrity.
Similarly, even hysterical defences, which have subserved a protective but often maladaptive function, may be stripped away by injudicious or untimely therapy and pave the way on occasions for a temporary psychotic reaction.
It is true, as we were once taught, that neuroses and psychoses are quite different concepts, but the same patient under fluctuating stresses and circumstances, internal and external, may pass through differing phases of both conditions and even if he remains predominantly in the one condition, either psychotic or neurotic, there may be a vacillation from one phase to another. This is best understood if we study his defence mechanisms, for it is doubtful if organic psychiatrists, behavioural therapists or learning theorists can illuminate the vicissitudes of neurotic behaviour and symptoms as meaningfully or sensitively as can psychotherapists who have a thorough grasp of various complex and interlocking defence mechanisms. Indeed, it is very difficult to conceptualize the patient's behavioural changes and symptomatic variations except in terms of regression, displacement, intellectualization, reaction formation, projection, overcompensation and the rest. These dynamic formulations serve to provide a better understanding of behavioural complexities than does the language of chemistry.
On the other hand, no analyst should, and indeed few analysts do, ignore the value of the insights into behavioural changes that are emanating from other studies, notably from psychopharmacological research. An excellent example of this awareness may be seen in the opening chapter of a psychoanalytic study of homosexuality by Irving Bieber who, though impressed by the current attempts to explain deviant patterns of sexual adjustment on an organic basis, concludes that the weight of evidence, in this human problem, still favours a psychopathological causation.
There seems, however, to be an accumulating weight of evidence that manic-depressive states have a strong organic basis, apart from their known reactive bases, and it would seem logical to infer that if psychotomimetic drugs can produce temporary and so called model psychoses, then spontaneous psychoses are at least associated with the biochemical changes which such drugs can initiate.
The critical question of course is to decide what is cause and what effect-or what reactions, physical or psychic, are correlative and consequential rather than causative or determinative. In some of the highly intricate and complex mind-body relationships, this question may be impossible to determine within our present frame of reference but it is a challenge that should absorb and fascinate us at least for the 20th Century. 
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Keorint reauests -
THE TREATMENT OF ENURESIS WITH
IMIPRAMINE
The occurrence of a rather naive attempt to lay claim to originating the treatment of enuresis with imipramine in 1960 (Ayres, 1966) has prompted the author of this annotation to write an historical note on the topic. The treatment originated in Australia at the Observatory Clinic, Melbourne. The first publication appeared in 1960 (MacLean, 1960) and was elaborated further soon afterwards (MacLean, 1961) .
In the course of using imipramine in the treatment of depression in adults during 1957-1959, the author had noted that several male patients complained that it was somewhat difficult to pass urine on full dosage. After a while, it occurred to him that this side effect might be useful in the treatment of enuretic children. In September, 1959, Mr Hugh Esson, then senior psychologist at the Observatory Clinic, commented one day that, since imipramine was causing dryness of the mouth in adult patients, it might perhaps act in a "drying up" way in enuretics. The writer replied that the physiological mechanisms concerned were not the same, but found himself stimulated by the psychologist's comment to make a trial with suitable children.
The details of the first patient, who had been referred to the writer by Dr Alan Stoller, are as follows:-J.S., a girl then 8 years old, first seen by the writer on 26th March 1958, was a bright, active, sensitive child whose only sibling was a sister 2 years younger. In early years, she had for a time been a breath-holder and compulsive thumbsucker. Enuresis was continuous until the age of 5+ years, but had stopped after fears had been allayed regarding a previously suggested operation for a strabismus. However, enuresis recurred at the age of 7 years and 3 months, and resisted treatment. There seemed little reason to suspect marked disturbance of relationships in the family, and treatment with an "Enucall" conditioning machine was begun in April, 1958. For 12 months, with the help of repeat courses with this apparatus, much improvement resulted; but a relapse at the end of this period resisted both further conditioning therapy and drug treatment. This girl became the first enuretic patient to receive imipramine when, on 21st September, 1959, she was given 25 mg. at 5 p.m. and 50 mg. at 8 p.m. daily. The response was immediate and complete, continuing when the total dosage was reduced to 50 mg. daily.
The writer did not carry out a controlled study himself, but encouraged others to do so (Noack, 1964; Drew, 1966) . With few exceptions, the published literature has since confirmed our original impression of the value of this drug in the treatment of enuresis. However, one paper found the treatment did not work in enuretic 19-year-old naval recruits! Another paper (Abrams, 1963) , in recording a
